The main principle of abdominal incisional hernia repair is to restore the anatomical and physiological integrity of the abdominal wall by reconstructing the midline. Ideally, midline structural support is restored by midline approximation of local musculo-aponeurotic tissues. Approximation of these tissues without tension on the suture line will restore the elasticity and flexibility of the abdominal wall. However, 30% to 50% of defects larger than 6 cm recur after primary closure, because of the tension on the suture line. Insertion of an alloplastic material to decrease or eliminate tension on the suture line can reduce the incidence of recurrence to 10% or less. But inorganic prosthetic materials have been associated with a high risk of complications such as protrusion, extrusion, infection, and intestinal fistulization. With the availability of biological materials, surgeons are increasingly using these materials for effective surgical management of abdominal incisional hernia The aim of this study was to determine the feasibility and efficacy of repairing large abdominal incisional hernias by reconstructing the midline using bilateral abdominis rectus muscle sheath (ARS) relaxing incisions and a biological material onlay.
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both sides, because mesh fixation device cannot fix ipsilateral marge of mesh. After the insertion of mesh into abdominal cavity, the mesh was hung by three points on a long axis in the appropriate position. With that, the space could be secured under the mesh. So, the mesh was absolutely fixed by fixation device using the double-crown technique. Furthermore, ligation fixation was also carried out in all the layers. And lower side of the mesh was inserted into prevesical space.
Results: 19 patients with incisional hernia have underwent laparoscopic surgery since July, 2010. There is no recurrence until now. 4 patients had complications that were subcutaneous hemorrhage, mesh bulging, intestinal paralysis, and seroma. The complications except for mesh bulging were improved by conservative management.
Conclusion: Laparoscopic incisional hernia repair surgery is a very minimally invasive surgery. So, it might be an ideal surgical treatment method. However, in the case with large size hernia, the management of large mesh in abdominal cavity might be very difficult. Like the above, the mesh hanging technique by three points on a long axis in the appropriate position might be very useful. In addition, trocars are required for both sides. These techniques might be beneficial in laparoscopic incisional hernia repair surgery using large size mesh. PO Introduction: Spontaneous gastric perforation in incisional hernia is a rare and potentially life-threatening complication of abdominal-wall incisional hernia. We present a case of a spontaneous gastric perforation in a 69-year-old female patient with BMI of 41, who came to our attention for a median sub-umbilical permagna hernia. It is the outcome of an emergency laparotomy for post-partum hemorrhage performed 30 years ago.
Description: The clinical presentation included a wide hernial defect. The sac containing part of the transverse colon, loops of small intestine, omentum, initial skin suffering, abdominal muscle laterally displaced in the sub-umbilical area and cutaneous-adipose laxity of the lower abdomen. She performed a bariatric surgical evaluation. The surgeon did not give absolute surgery's contraindications, but showed to the patient the high risk of postoperative complications. Once the patient has been informed of the risks, she decided to consult her G.P. and only then to communicate her decision.
A morning she arrived to the emergency room for asthenia, hyperthermia and abdominal pain. The surgical evaluation showed that she was suffering; she had vital signs compromised with an increase of inflammatory markers like in a septic shock in acute abdomen.
The clinical situation was severe so she was referred to the emergency surgery for explorative laparotomy with evidence of intraoperative gastric perforation and associated peritonitis.
We treated the gastric perforation with breach's resection and suture in two layers, we reduced into the abdomen the intestinal loops and we performed separation of the components sec. Ramirez to expand the abdominal cavity. Finally, we placed an intraperitoneal biological mesh, fixed to the fascia with non-absorbable braided points.
Results: The post-operative course was complicated by dehiscence and infection of the surgical wound. After revision of the surgical ~ Springer Hernia (2015) (SuppI2):SI95-S340 wound and multiple medications, it was decided to place the VAC device to obtain wound's healing. After one year, the patient is in good conditions, she increases by an additional 10 kg of weigh. Actually she has a little recurrence of 3 cm without current indications for surgery.
Discussion: Incisional abdominal wall hernias are still a challenging problem for the surgeon. Bowel perforation in patients with hernias occurs either from trauma to abdomen or from trauma directly to hernia. Most hernias are repaired in an elective way in order to prevent complications. Although complications are rare, they might be severe if not promptly addressed. The complications of abdominal wall hernias are incarceration, strangulation and bowel perforation. This report describes an unusual complication of abdominal hernia. We don't know what caused the weakening of stomach's wall resulting in a perforation but we can assume a stretching ischemia of the bowel caused by the significant size of the hernia. Histological examination showed necrotic and suppurative inflammation of the subserosal and inflammatory peritoneal effusion with signs of fungal infection. This surgery is considered contaminated, so it was impossible an anatomical repair or the use of a synthetic mesh for the high rate of complications. In the absence of a deferred closing system like ABThera©, the wound's repair was performed with a biological mesh. VAC therapy was useful in the management of post-operative complications of the surgical wound obtaining a good healing by secondary intention.
PO:57 EVALUATION OF RETROMUSCULAR MESH REPAIR TECHNIQUE FOR GIANT VENTRAL INCISIONAL HERNIAS
M. Tharao l , B NDUNGU 2 , H SAIDF, PMWIGEJ, J GICHERE3 1ST Mary's Hospital, Nairobi, KENYA 2The University of Nairobi, Nairobi, KENYA 3Kenyatta National Hospital, Nairobi, KENYA, Introduction: Incisional hernia is a common surgical condition with a reported incidence of 2-11 % following all laparotomies. Results of tissue repair have been disappointing. The use of prosthetic materials in incisional hernia repairs has diminished reherniation rates markedly. The optimal approach for giant abdominal incisional hernias is still under discussion.
Objectives: The aim of the study was to evaluate the use of the Rives-Stoppa retromuscular mesh repair technique for the treatment of large and complex incisional hernias.
Materials and methods: Over a 5-year period, (2010) (2011) (2012) (2013) (2014) 15 open repairs were performed using the Rives-Stoppa technique for large, complex and unusual site abdominal wall incisional hernias. Three (20%) had previously undergone incisional hernia repair. All patients were evaluated with respect to operative time and postoperative complications. The prosthesis used was pure polypropylene; the size ranged from 15x 20cm to 20x 25 cm (mean area 325 sq.cm.). Results were documented and statistically analyzed. Follow-up consisted of clinic visit up to 12 months postoperatively and at least one subsequent clinic visit or telephone interview; mean follow-up time was 30 months (range 10-45 months).
Results: In this study on 15 patients, there were 12 female (75%) and 3 (25%) male patients whose age ranged between 25 and 68 years with mean of 48.4 years. The mean operative time was 90 ± 18.04 mins. The Hernia (2015) (Supp12):S195-S340 mean period of drainage was 3.0 ± 2 days. Seroma was encountered 1 patient and no patient had surgical site infection warranting prosthesis removal. No recurrence has been reported during the follow-up period (10-45 months).
Conclusion:
On the basis ofthis study, the Rives-Stoppa technique has shown excellent long-term results, with minimal morbidity, in patients with large and complex incisional hernias. We therefore suggest that the Rives-Stoppa procedure is the repair of choice in such patients. 
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Introduction:
Abdominal wall reconstruction (AWR) is complex in the setting of multiple co-morbidities, previous or recurrent infection, loss of domain and bowel involvement; often on the background of co-morbidities such as obesity, diabetes and malignancy. Traditional repair methodologies previously described are associated with significant morbidity, leading our unit to develop a novel technique for complex A WRs.
Methods:
A retrospective review of A WRs performed as a combined, single-stage procedure, by a general and plastic surgeon, was undertaken (Feb 2009 (Feb -0ct 2014 . Standardised repair involved radical resection of attenuated, poorly-vascularised soft-tissuelhernia sac, component separation (where necessary), intra-peritoneal mesh insertion (VentrioTM & VentralexTM (Bard) composite mesh for ventral hernia working group (VHWG) grades 1 and 2; Strattice™ (LifeCell) biological mesh for grades 3 and 4, and high-risk grade 2), midline fascial closure, and abdominal wall reconstruction (with soft-tissue flaps where necessary).
Results: 114 (77 biologica1l37 composite) patients underwent AWR (78F / 36 M; mean age 56 years, mean BM! 33.3 kglm2, median length of stay 8 nights, median follow-up 35 months). 12(10.5%) patients were VHWG grade 4,53(46.5%) grade 3, 40(35.1%) grade 2 and 9(7.9%) grade 1. 38(33.3%) were recurrent hernias, 21(18.4%) had diabetes, 35(30.7%) had a current diagnosis of malignancy, 18(15.8%) were smokers, 6(5.3%) had stomas, 8(7.0%) had COPD and 14(12.3%) had ischaemic heart disease. 32(28.1 %) patients developed complications including seven (6.1 %) readmissions; 18(15.8%) surgical-site occurrences (14 wound infections (one treated by ultrasound-guided drainage, three treated with vacuum dressing therapy, one treated via haematoma evacuation in theatre and one treated via debridement of wound with subsequent resuturing), 15 seromas (two aspirated and the rest treated conservatively), 2 haematomas (both treated conservatively»; 1(0.9%) return to theatre; 8(7.0%) respiratory and 3(2.63%) cardiac complications. Clinical follow-up revealed 4(3.5%) hernia recurrences: 1 has undergone further repair and 3 are asymptomatic and under active follow-up. No patients have required mesh removal.
Conclusions:
Despite the high-risk nature of the cohort, this operative technique is associated with a low incidence of recurrence and a low risk of surgical-site occurrences (including 0% mesh explantation), a finding that may be dependent upon comprehensive resection of poorly-vascularised soft-tissue (bioburden reduction) and subsequent abdominal wall reconstruction utilising healthy tissue. Furthermore, the low incidence of surgical-site occurrences in grade 2 patients repaired with synthetic mesh has led to a change in our unit's practice, with biological mesh now exclusively reserved for grade 3 or 4 AWRs. Relapses following conventional repair procedure is higher in recurrent than in primary incisional hernia.
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The incidence ranges from 30 to 50% in recurrent hernia where as it is 11 to 20% following primary repair.
Recurrence commonly occurs within first three years following the surgery, that too within first six months.
Operations for recurrent incisional hernia are associated with high morbidity. The aim of this study was to evaluate the efficacy of laparoscopic surgery in these group of patients. This study was done by a single surgeon. Out of 440 incisional hernia surgery done during the period 2004 to 2013 79 patient had recurrent incisional hernia. Forty patients had anatomical repair, onlay mesh repair had been done in twenty five patients and fourteen patients had undergone I P 0 M repair earlier. Forty two out of the seventy nine patients could be successfully operated laparoscopically. Fourteen patients who had undergone previous laparoscopic repair six could be operated laparoscopically and the rest had onlay mesh repair.
The average operation time was 70 minutes, and the average post operative stay was 2 days. A large mesh was used in 12 patients and the rest had medium size mesh.
The patients attended the follow up clinic 2,6, 12 months following the surgery. There were complications like seroma in 6 patients, bowel injury in four which could be repaired laparoscopically. The procedure was converted to open because of dense bowel adhesions. Four patients had recurrence and one patient died twenty five days following the surgery due to sepsis following large bowel injury.
Laparoscopic repair of recurrent incisional is difficult but feasible. Careful handling of bowel and omentum is very important in preventing morbidity and mortality. Defects measuring more than 10cm. in diameter should ideally be avoided for reapair laparoscopically. Proper placement of appropriate size of prosthetic material should be done to achieve minimal re-recurrence.
Dr Methods: Retrospective review the results of the components separation techniques performed in our institution since the introduction of these techniques. Demographic data, typo of surgical field, type of incisional hernia, surgical technique, surgical time, type of mesh, postoperative local and systemic complications, mortality, admission time, follow up and recurrence of incisional hernia were recorded.
Results: Fifty-six components separations were performed in our institution from April 2010 to September 2014 for the treatment of complex incisional hernias. Mean age was 62 years (range 20-85 years). Respect the type of incisional hernias, 18 cases were midline hernias (32%), 15 cases midline and lateral hernia (27%), 20 lateral hernias (36%) and 3 parastomal hernias without midline hernia (5%). Surgical fields were clean in 41 cases (73%), clean-contaminated in 6 (11 %), contaminated in 7 (12.5%) and dirty in 2 cases (3,5%). Mean surgical time was 210 minutes (SD 83). The technique of component separation performed was anterior component separation in 9 cases (16%), Carbone\l's posterior component separation in 14 cases (25%) and Rosen-Nowitzky posterior component separation in 33 cases (59%). In 42 cases we employed a polypropylene mesh (75%) and in 14 cases both polypropylene and long term bioabsorbable meshes (25%). Forty-two patients (75%) didn't developed any local complications respect 14 (25%) patients with local complications. Posoperative mortality was O. Mean admission time was 8 days (SD 8,4), and mean follow up was 16,2 months (SD 12). Recurrence was 7 of the 56 cases (12,5%).
Conclusions: Components separation technique (including anterior and posterior techniques) is a good option for the repair of highly complex abdominal incisional hernias, with an acceptable recurrence rate and a low rate of surgical complications.
PO:64 OUTCOMES AND MANAGEMENT OF RECURRENT INCISIONAL HERNIAS
D. Lightl, L Horgan lNorthumbria NHS Trust, Newcastle upon Tyne, UNITED KINGDOM
Purpose: Recurrent incisional hernias are a technical challenge in hernia surgery. There is variable consensus on the management and surgical options for such conditions. We investigated our experience with complex incisional hernias for management and outcomes.
Methods: Cases of recurrent incisional hernia were identified from a comprehensive hospital database and reviewed retrospectively over the last 10 years. There were no exclusions. There were a number of surgeons involved with an interest in complex hernia surgery.
Results: 54 patients were included. The mean age was 57 years. 27 were male. The mean ASA grade was 2. 28 patients had a previous laparoscopic incisional hernia repair (all with composite mesh). 26 patients had previous open incisional hernia repair (6 sutured, 14 proline mesh, 6 permacol). 2 patients had a complex fistula from previous open repairs.
The mean defect size for laparoscopic surgery was 8cm. The mean defect size for open surgery was 12cm.
27 patients had a laparoscopic redo incisional hernia repair. All had intra-peritoneal placement. 3 patients had midline closure with proline sutures. All had composite mesh. 27 patients had open redo incisional hernia repairs. 3 patients had suture repair, 6 had an onlay repair with proline mesh, 4 had a bridging repair with biological mesh, 14 had a retro-rectus repair (5 biological mesh, 6 proline, 3 composite mesh). 9 patients also had a component separation. No patients had a drain in the laparoscopic group. 19 patients had a drain in the open surgery group.
Mean post op stay was 2 days for a laparoscopic repair and 5 days for open repair. In the laparoscopic group, 1 patient developed early small bowel obstruction and returned to theatre, 1 patient had a cellulitis and 3 had a symptomatic seroma. All were discharged between 6 to 24 weeks follow up with no recurrences. In the open group, 4 had a symptomatic seroma, 3 developed skin necrosis managed with VAC dressing. There was 1 recurrence (managed conservatively). All were discharged at 6 to 24 weeks. Background: Due to immunosuppressive (IS) therapy, incisional hernias are overrepresented in the organ-transplanted (Tx) population with larger defects, a high rate of recurrence and a tendency towards more seromas and infectious problems.
Methods: 31 Tx/lS patients with a control group of70 non-IS patients with incisional hernia (6/7 recurrences) were included in a prospective interventional study. Both cohorts were treated with laparoscopic ventral hernia repair (LVHR).
Results: Follow-up time & rate was 37 months & 95%. 100 LVHR's were completed as there was one conversion in the TxllS group. No late infections or mesh removals occurred. Recurrence rates were 9.7% vs. 4.2% (p = 0.37) and the overall complication rates were 19% vs. 27% (p = 0.80). The TxllS group had a higher mesh-protrusion rate (29% vs. 13%, p = 0.09), but also larger hernias. Polycystic kidney disease was overrepresented in the Tx cohort (44% ofkidney-Tx).
Conclusion: Incisional hernias in TxlIS patients may be treated by LVHR with the same low complication rate and recurrence rate as non-IS patients. By LVHR the highly problematic seroma/infection problems encountered in TxlIS patients treated by conventional open technique seem almost eliminated. The minimally invasive procedure seems particularly rational in the TxlIs population, and should be the method of choice.
Original Purpose: Incisional hernia following appendectomy is a rare complication occuring in less than 0,12% of patients. Recurrance after incisional hernia repair is extremly rare.
Methods:
We present a 60-year old male with recurring incisional hernia after open appendectomy. Twentyeight years ago he was operated on because of perforated appendix with wound healing complications. After two years a classic incisional hernia repair was performed in another medical institution. Three years latter he has got a recurrence of hernia.
Results: This year in April, we performed a recurring incisional hernia repair. The hernial sac was dissected and we reduced the omentum within. A piece od Herniamesh 8x15cm was placed on retromuscular space. The oblique muscles were drawn together with stitches and external obilique aponeurosis was sutured continously. Now he is recovered without recurrence of hernia.
Conclusions:
Mc Burney incisional hernia is the result of wound infection associated with purulent peritonitis. Too tightly tightened sutures of the muscles and a drain placed through the incision are the common causes. Placed polypropylen mesh in preperitoneal space is a better choice of incisional hernia repair than classic tenssion technic.
PO:67 DEVELOPMENT OF INFECTIOUS ABDOMINAL WALL HERNIA IN RATS
L. Knaapen', R Lomme', H Goor van' 1 Radboudumc, Nijmegen, NETHERLANDS Introduction: Use of (synthetic) mesh in contaminated or infected hernia repair is under debate due to risk of mesh infection and removal, and questionable durability of the repair. Clinical studies from both biological and synthetic mesh use in these complicated circumstances give equivocal results and no mesh appears superior in terms of infection resistance. Surprisingly, hardly any mesh has been properly tested under experimental infectious conditions with real clinical relevance. Major experimental flaws are the use of a bacterial inoculation and abdominal wall excision model instead of a true infectious hernia model, and uncontrolled 'pollution' with other micro-organisms than in the inoculums.
In the search ofthe ideal mesh that withstands infection and contamination and performs similar as compared to non-infectious circumstances, we developed a rat infectious hernia model mimicking hernia repair under circumstances of contamination or infection originating from the GI tract (e.g. perforated diverticulitis, colonic surgery with spill, enterocutaneous fistula). The intial phase of the model development is reported here.
Method: Fifty male wi star rats were randomized by computer generation in four groups; Control (no infection; n = 5), Low dosage of bacteria (lOE2 bacteria; n = 15), moderate dosage of bacteria (10E4 bacteria; n = 15) and high dosage of bacteria (lOE6; n = 15).
A 3 cm midline incision and a Ix2 cm full-thickness abdominal wall defect (including peritoneum) was created using a Ix2 cm template under complete sterile condition. The defect was bridged with a plastic sheet to create a fascial dehiscence. To create an infectious environment, a known concentration of E. coli and B. fragilis mixed with a standardized amount of fecal matter was placed on the plastic <g;) Springer Hernia (2015) (Suppl 2):S 195-S340 sheet in the subcutaneous space. Controls received no bacteria and fecal matter on the sheet. Skin was closed over the sheet with staples.
Rats were sacrificed day 7 after operation, the skin was opened and the area of the sheet was inspected for abnormalities. Swabs were taken from the plastic sheet and the surrounding tissue for culture of E. coli, B. fragilis and S Aureus (,pollution').
Primary efficacy endpoint was bacterial count of the plastic sheet and the subcutaneous tissue. Secondary efficacy endpoints were mortality, signs and symptoms of infection, and variation in other micro organisms cultured. Rats were prematurely sacrificed when humane endpoints were reached.
Results: Forty of the fifty rats (weight 269 to 325 g (mean 298; SO 14)) died or were prematurely taken out the experiment for reaching humane endpoints due to severe peritonitis. After making 4 model adjustments (0.5 10E2 bacteria, thickening the fecal suspension into a pasty suspension, centering the paste on the sheet, and removal of visible liquid slurry) the following 10 rats (5 experimental and 5 controls) survived the 7 day period and were sacrificed.
Bacterial cultures of the sheet and subcutaneous tissue showed a bacterial count of lOE6 E coli in all 5 experimental rats. Bacteria were absent in control rats. All 5 experimental rats developed a huge abscess in the abdominal wall where the defect was created, complicating surgical excision of the sheet.
Conclusion:
With small amounts of bacteria combined with a fecal vehiculum a rat model of macroscopic and 'microscopic' infectious abdominal hernia of or tract origin can be created without 'pollution' with S Aureus. In a second experiment this model will be used to evaluate infection sustainability of different meshes implanted after removal of the plastic sheet. A complete knowledge of the anatomy and physiology of the abdominal wall are mandatory to achieve better outcomes in the resolution of that complex cases.
PO:68 COMPLEX VENTRAL HERNIAS
Methods:
Ajudicious election of patients and a adequate preoperative preparation (weight loss, diabetes correction and use of preoperative pneumoperitoneum) are factors that should be take in consideration in the preoperative period.
The use of release incisions (Albanese"s releases) and a mesh reinforcement in retrorectal space was the thecnique preferred.
In a few cases the mesh should be left in the intraperitoneal space.
Results:
We show our serie of 25 complex cases (loss of domain) with this approach, our complication rate, recurrences rate lower to 3%, and outcomes. The most frequent complications was seromas and haematomas. we experience show a low rate of mesh infections and an excellent recovery of abdominal wall functionality.
Conclusion:
The use of retrorectal space with mesh reinforcement and release incisions in the abdominal wall is the technique that we prefer for the resolution of this complex cases.
Although we use a taylor surgery for the treatment of the abdominal wall defects, our "plan A " aforementioned is the use of a mesh in the retrorectal space, release incisions and a complete physiologic restitution of abdominal wall. Methods: In 2011-2014 we saw 6 patients with giant hernias with contamination or infection of the abdominal wall. 4 of them had a BMI > 45kg/m2. One patient had a small bowel fistula after repeated surgery, two an anus praeter. 2 patients have been treated as emergency cases.
The CT scan in all patients revealed an atrophy of the rectus muscle structure with its lateralisation in all cases and a loss of domain in 4 patients. All patients got a surgical procedure including a component separation of the abdominal wall, implantaion of a biologic mesh (Strattice, LifeCell, USA) and reconstruction of the abdominal wall with resection of the panniculus. The data were been collected prospectively.
Results: In all cases the reconstruction of the abdominal wall was succesfully done with alignment of the subcutaneous tissue. The one small bowel fistula was succesfully closed by resection, one anus praeter was led through the mesh and abdominal wall, the other patient with an anus praeter got a continuity-resection. 2 patients required an ICU-therapy for 2 and 6 days. 2 superficial infections of the subcutaneous space have been treated by VAC-Therapy.
Conclusion: There are some special situations in incisional hernias where the classic way of hernia surgery with component separation and stabilisation with a synthetic mesh is not adequate and sufficient.
We see an indication for implantation of a biologic mesh if we find a combination of the following conditions: contamination/infection of the abdominal wall, bowel fistula, lateralisation with atrophy of the rectus muscle, high BMI > 40kg/m2, loss of domain. In all cases plastic surgery of the abdominal surface was necessary. To avoid wound infection the preservation of the perforans vessels is important.
In all patients the stability of the abdominal wall is sufficient up to now without any hernia recurrency.
In all cases we saw no chance to perform any sufficient reconstruction of the abdominal wall with a classic synthetic mesh. Patients who got previous repeated surgery with complications belonging to a synthetic and its removal do not allow to get another synthetic mesh in the next operation.
Our Incisional Hernia Score could be helpfull to reveal the necessity for implanting a biologic mesh. surgery. However long-term outcomes, including wound recurrence remain comparable. About 1 % of patients are diagnosed with wound or port-site metastasis which is relatively low when compared to other complications. Wound metastasis after colorectal cancer surgery requires complex reconstructive approach. Low number of cases in literature explains lack of clear recommendations for treatment of incisional site metastases. We hereby present a case of 75-year-old female patient that was diagnosed with recurrent tumor in postoperative wound after open right hemicolectomy for adenocarcinoma and underwent an abdominal wall reconstruction.
Methods: Patient data was gathered from the medical records and operating room records. Procedure and postoperative effect was documented photographically. Patient's follow-up was obtained from outpatient surgical clinic records.
This 75-year-old female was admitted electively for symptomatic tumor located in her suprapubic region of abdomen. She had open right hemicolectomy with drainage 5 months ago because of the cecum tumor infiltrating transverse colon. Pathology report revealed poorly differentiated adenocarcinoma described as T4a, NIB, Mx in TNM classification. The patient undertook complete adjuvant chemotherapy treatment.
She complained of hard ulcerative mass in suprapubic region. Physical examination on admission revealed palpable, hard, immobile ulcerated tumor with a diameter of about 8x8 centimeters located on the border of: umbilical and suprapubic regions of abdomen.
The patient was operated on and laparotomy was performed. It revealed the tumor measuring IOx8x8 centimeters without metastases to the parietal peritoneum and internal abdominal organs. However the mass was infiltrating medial edges of both rectus abdominis. Adhesions between intestinal loops and anterior abdominal wall were released. The anterior abdominal wall was reconstructed using component separation and sublay technique with Vypro mesh (PVMLl) with dimensions of 28xl8 centimeters. Vacuum drainage of both rectus sheaths and subcutaneous tissue were performed The skin was closed with skin stapler.
Results: The patient did not present any complications during postoperative period.
Conclusion: Adequate follow-up of patient after advanced colorectal cancer resection is crucial for early diagnosis of wound recurrence and decreases required range of abdominal wall reconstruction. Resection of the metastasis and subsequent reconstruction surgery should be decided individually. Clear guidelines for surgical approach should be elaborated in future studies. Background: Now at risk of purulent complications the tactics of abstinence from the use of non-absorbable implants is recognized. In such cases, traditionally two-stage treatment is carried out: I-st stageelimination of purulent process, 2-nd stage -hernia repair.
PO:71 SURGICAL TREATMENT OF INCISIONAL HERNIAS WITH MESHES AT THE RISK OF SURGICAL WOUND INFECTION
Purpose: To develop the tactics of surgical treatment of incisional hernias complicated by chronic purulent process as a result of prostheses application.
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Methods: From 1993 to the present time we have carried out 61 operations of the patients who along with incisional hernias had chronic suppurative processes affecting the front abdominal wall. Age of the patients ranged from 32 to 75 years. 36 patients had purulent fistulas over hernia protrusion, 20 -trophic ulcers, 4 patients -ligature fistulas in combination with trophic ulcers and one patiententeric fistula. The majority of patients in this category had hernias of large and giant sizes. In 26 (42.6%) cases postoperative hernias were recurrent and multiple-recurrent.
In 32 patients meshes were placed in Onlay position and in 29 patients -in Sublay position. In 40 cases polypropylene meshes were used, in 21 cases -Dacron ones.
Results: Microbiological investigation of biopsies of surgical wounds: gram-positive micro flora dominated over gram-negative microflora. Microorganisms were inoculated as monocultures in 77,0% of cases, microbial associations were revealed in 10,0% of cases, in 13,1% of patients bacterial growth was not observed. The most commonly S. aureus and S.epidermidis were inoculated.
In the early postoperative period acute purulent inflammation was observed in 5 (8,2%) patients. In the long-term period recurrence of herniation appeared in I (\.6%) cases and in 2 (3.2%) cases formed ligature fistula after using Dacron mesh. After using polypropylene mesh no case of hernia recurrence was observed. Objective: to show a case of paramedian hernia and hernia repaired wound postcholecystectomy anatomically shaped and relapsed again.
Material and method: A pte is presented. 73 years who presented episodes of abdominal pain without leukocytosis, middle bulge in region ecograia wound and showing continuity solution in 13 cm suture line aponeurotica visceral content, so that VEDA and VCC is performed without finding pathology and TAC showing eventrogeno ring and images compatible with hollow viscera contrast in eventrogeno sack. Therefore you perform laparoscopic combined explofacion to reduce the content and evaluating cavity, both content and continent and its features, perform resection in abdominal wound fibrotic and painful face the edges together to open the continuum and then laparoscopic placement separator woven polypropylene mesh protected dried cellulose (Phisiomesh J & J) of 30 50 cm overlap covering the defect and fixed with trans facial and Tackers points. The pte evolved satisfactorily, is discharged to the 4th day of po stop and to date is whether recurrence.
Conclusion: The combination oflaparoscopic and conventional methods is not a new action but we want to demonstrate once again its possibilities, its indications and results, which to date are highly satisfactory and prevent comorbidities, but may increase the risks of sum of procedures, if they are performed quickly and know the result is good.
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Hernia (2015) In patients with complete evisceration after abdominal surgery with exteriorization of bowel loops and a thin abdominal muscle, we propose the closure using two meses. One of them is placed intraperitoneal onlay, low density composite with visceral surface of collagen. The second mesh is polypropylene of high density and it is located onlay.
Methods: We present the technique in five patients with complete evisceration. Three women after bowel resection for intestinal obstruction. Two men after urologic surgery, one of them with intestinal obstruction due to incarceration of small bowel loop in the drain hole.
Patients with weak abdominal wall and no po sible primary closure by the large gap. We place intraperitoneal onlay composite mesh with parietal face of polyester and visceral face of collagen. We use transfacial sutures to fix both mesh.
We close the peritoneum over the first mesh which cover all viscera that can be in contact with them by the collagen face. Then we place the second mesh onlay using transfascial sutures of the first mesh. It is the same fixation that support both meshes.
Results: We have good clinical outcomes without increased intra abdominal pressure neither skin necrosis. We reported wound infection in three patients in which it was not necessary to remove the mesh. At follow-up none of them has presented an incisional hernia.
Conclusion: The used two mesh fixed with the same suture, allows distributing the intraabdominal pressure.
We perform this technique in patients with complete evisceration, large fascial separation and abdominale weak muscles. The closure with double mesh does not increase in intra-abdominal pressure. Introduction: Incisional hernia is a frequently complication of abdominal surgery and an important source of morbidity with occurrence rate ranging from 2-20% for patients undergoing midline laparotomy. Incisional hernia repair with primary closure techniques were associated with recurrence rates as high as 30-60%. The use of prosthetic materials has diminished reherniation rates markedly to approximately 6-10%. Rives-Stoppa procedure, in which the prosthesis is placed between the rectus abdominis muscle and the posterior sheath, offers excellent results and is the method of choice for the repair of large midline incisional hernias. The aim of this study was to evaluate the outcomes of the Rives-Stoppa hernioplasty performed in a district general hospital for a lO-year period.
PO
Methods: A retrospective-prospective database of 154 patients who underwent repair of large midline incisional hernia (greater than io cm in diameter) with the Rives-Stoppa technique using 30 x 30 cm polypropylene macroporus flat mesh -Herrnesh 3 (Herniamesh® S.r.l. Italy), between 2004.-2014. year was maintained. Data regarding demographics, co-morbidity, complications and hospitalisation were recorded. Patient satisfaction following the operation was also assessed.
Results: During the study period, 60 males and 94 females of mean age 59,5 were evaluated; with 74 % of concominant diseases and median hospitalisation of 9 days. There were 3,25% perioperative complications, 9 patients developed postoperative haematoma, 13% had wound seroma and 3,9% wound infections without mesh removal. Also observed were 2 deep vein thrombosis, 4 partial skin necrosis and 5 patients with chronic pain and abdominal discomfort. The overall postoperative mortality rate was 2,6%. Recurrent hernias had appeared in 8,4% at follow-up. The quality oflife after surgery was good for 85% patients, and they were satisfied with the operation.
Conclusion: In summary, results of this study demonstrates that the Rives-Stoppa procedure is a safe, effective method with an acceptably low rate of postoperative complications and remarkably lower recurrence than conventional procedures and therefore is our preferred method for hernia repair in patients with large midline incisional hernias. Surgeon experience and a team approach are important factors in obtaining good results. Introduction: Surgical treatment of large, complex abdominal wall hernias or defects is an interesting challenge. Primary closure of those hernias is often not possible. There is little agreement about the most appropriate technique or prosthetic to repair these defects, in spite the fact of the prevalence of ventral hernias. Sometimes despite being contaminated surgical fields, we are often faced to reinforce with bio-prosthetic meshes.
Despite being the components separation technique (CST) is a practical option recurrence rates remain unacceptably high. In an attempt to reduce recurrences, we frequently add an absorbable underlay mesh and a lightweight polypropylene on-lay mesh to the traditional components separation technique.
Our objective was to determine mesh practice patterns of reconstructive surgeons with regard to indications, most appropriate technique, and experience with complications in order to work those large and complex hernias out.
Methods: 53 consecutive patients who underwent abdominal wall reconstruction by means of a synthetic tissue scaffolds (STS) reinforcement between October 2009 and December 2013 were retrospectively reviewed. Analysis of demographics, indications for STS placement, surgical technique, complications, and follow-up data was performed.
They underwent a "sandwich" procedure with an absorbable underlay mesh (STS) added to a lightweight polypropylene on-lay one.
Results: A "sandwich" procedure was used for abdominal wall repair in 53 patients. In all of them, STC was positioned using an intraperitoneal technique associated to a lightweight polypropylene on-lay mesh and the components separation technique. At a mean follow-up time of 30.1 months, most patients had successful outcomes.
Complications included seroma, recurrence, and infection. One of our patients died from multi-organ failure unrelated to hernia repair.
Conclusions: This study shows that complex abdominal wall defects can be successfully reconstructed using a "sandwich" procedure with a low rate of recurrence and complications. Moreover, repair oflarge, complex abdominal wall hernias by an underlay CST and a lightweight polypropylene on-lay mesh results in lower recurrence rates compared to historical reports of CST alone. Introduction: It is accepted that in clinical practice repair may be deferred where the hernia is reducible, causes few symptoms and the patient is unfit for surgery. The rationale for bariatric surgery preceding massive incisional hernia repair is well known, but how to manage these patients who complicate with episodes of small bowel obstruction is less clear. Their care may depend on how well they are able to access urgent specialist care.
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The case of a 65 year old woman with a massive incisional hernia and BMI of 56 is presented. Surgery was deferred until operative conditions were optimised significantly and small bowel obstruction precipitated urgent repair.
Methods: A 65 year old woman was assessed in the outpatient clinic having previously had multiple abdominal surgical procedures, including appendicectomy, Caesarian section, hysterectomy, laparotomy for small bowel obstruction and, lastly, incisional hernia repair with mesh with an incision that extended up to the epigastrium (8 years previously).
She presented with a massive incisional hernia with an abdominal 'apron' reaching almost to the floor and some superficial ulceration of the skin overlying the hernia. She was housebound as a result of morbid obesity and the massive hernia.
After initial assessment, she was advised to undergo bariatric surgery. Laparoscopic sleeve-gastrectomy procedure was performed (with considerable modifications to port insertion in order to maintain a position well above the origin of the hernia). After uncomplicated recovery, the patient lost 28kg over a period of 3 months.
The decision was taken to defer incisional hernia repair for as long as possible in order to maximise weight loss. In the interval, however, the patient was admitted as an emergency to the hospital with acute small bowel obstruction on three occasions -the first 2 episodes resolved with conservative management but during the last episode laparotomy for small bowel obstruction became necessary.
Results: The patient was prepared for urgent laparotomy and the specialist surgeon in charge of her care (and heading our hernia repair unit) was informed. He came in from home and attended surgery with the on-call team.
At laparotomy, small bowel obstruction secondary to adhesions was found. The hernia was obstructed and chronically incarcerated as a result of adhesions to the sac. Careful adhesiolysis was performed and the hernia was reduced into the peritoneal cavity. The hernia specialist performed abdominal wall repair via the Rives-Stoppa technique using ULTRAPRO flat mesh.
The patient made an uneventful recovery and remains free of recurrence after 3 months.
Conclusion: The decision to defer surgery in order to optimise the patient in terms of physiological fitness and to improve the physical characteristics of the attenuated abdominal wall (that result in difficult repair and unacceptably high rates of recurrence), proved crucial to the success of this patient's incisional hernia repair.
Complicated, massive incisional hernias may be managed conservatively while the conditions for their repair are optimised. Emergent complications may supervene but are better managed after the patient has been optimised.
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Hernia (2015) Objective: To evaluate the short and long-term outcomes in patients presenting with active chronic mesh infection caused by Staphylococcus aureus, who underwent removal of the infected mesh with simultaneous reconstruction of the abdominal wall with polypropylene mesh replacement.
Introduction: Chronic mesh infection (CMI) is a challenging surgical condition, and Staphylococcus aureus (SA) is the main bacterial agent found in cultures taken from the infected mesh. There is an agreement that infected mesh must be removed and that a simultaneous repair with synthetic mesh is contraindicated. But the repair ofthese complex defects using component separation techniques or biological meshes presents high rates of wound infection and hernia recurrence. The role of synthetic meshes is being reevaluated in contaminated surgical fields, and there is experimental data showing that monofilament polypropylene mesh can be cleared of SA contaminants.
Methods: A prospective series of 22 patients operated between 2006 and 2014 was included in this study. All patients presented with chronic mesh infection caused by SA. The treatment protocol included the complete removal of the infected mesh followed by the anatomical reconstruction of the abdominal wall and reinforcement of the repair, using a new onlay heavyweight polypropylene mesh. The outcomes included early and late wound complications, medical complications and hernia recurrence.
Results: From 2006 From until 2014 , with a mean age of 57,2 years and mean BMI of 29,3 kglm2, were treated for CMI, caused by SA. Suppurative sinuses were present in 21 patients, and I had an infected seroma. An associated recurrent incisional hernia was observed in 14 patients, and two patients required a complex abdominal wall reconstruction due to enteric fistulas; bowel resections or other potentially contaminated procedures were associated in 10 patients. The short-term results showed an uneventful postoperative course in 14 (63,6%) patients; I (4,5%) patient developed a minor wound infection and was treated with dressings and antibiotics; 5 (22,7%) patients had wound infections requiring debridement and three of them required partial (2) or total (I) mesh removal. Two patients died due to medical complications during the early post-operative period. On the long-term follow-up, there was one hernia recurrence after total mesh removal and one persistent sinus after a partial mesh removal; 95% of the patients were considered free of infection after a mean follow-up of 30 months.
Conclusion: Synthetic mesh replacement in patients suffering from CMl caused by SA has an acceptable incidence of postoperative wound infection and prevents hemia recurrence. Large-pore polypropylene mesh is a suitable material to be used in the infected surgical field as an onlay graft. Introduction: Treatment of recurrent incisional hernias (RIH) has been frequently associated to unsatisfactory post-operative (PO) morbidity and high failure rates. We propose an update of the last 3 years of a study conducted retrospectively to investigate our experience in laparoscopic repair (LR) for RIH along a period often years Methods: The case records of 69 patients with RIH who underwent LR in our institution between January 2002 and November 2011 were reviewed and previously published. Operative technique with onlay placement of ePTFE meshes fixed with titanium tacks has been already described and well standardized. We provide an update of patients' demographic data and comorbidities, intraoperative course, PO complications and recurrences at follow up that were systematically collected and analyzed from December 2011 and December 2013.30 more patients with RIH located both in the midline (26 cases) and laterally (4 cases) were reviewed and the results compared with those derived from the past decade's experience.
Results: Mean operative time was 129 ± 71minutes. Mean hospital stay was 3.9 ± 2.3 days. No conversion or intraoperative complications were recorded. PO mortality was 3% following intestinal infarction in 1 patient while overall morbidity was 13,3% (4 patients) with a prevalence ofseroma lasting over eight weeks in 5 patients (16,6%). Along a mean follow up of 14 months (range 9-20) recurrence rate was null while incidence of chronic pain was 16.6%
Conclusions: Surgical treatment for RIH remains controversial according to the lack of studies in literature on this specific topic. Our recent results after 10 years experience of LR confirmed the previous satisfactory results in terms of PO morbidity and recurrence rate. Laparoscopic approach to these challenging hernias seems to be affected by a slight higher incidence of seroma and chronic pain One of the greatest challenges of herniology is the treatment of giant hernias, characterized by a hernia sac volume greater the 25% of the volume of the true abdominal cavity. These hernias cause an important impairment in quality of life, and pose a risk of catastrophic obstruction of strangulation within the hernia sac or at the hernia neck. Emergency operation on these patients is perilous at best. Elective repair of these hernias has been rendered possible by various adjuncts, one of which is the use of progressive pneumoperitoneum (PP) to recreate the abdominal domain before reintegrating the viscera. Goni Moreno described this innovative technique in the 1940s (Goni-Moreno 1947) . PP allows for augmentation of the volume of the proper abdominal cavity by re-establishing proper position and function of the diaphragms. Stretching of the different muscular and fascial components of the abdominal wall is also accomplished through the use of PP. Finally PP facilitates viscerolysis through an elongation and sometimes lysis of the visceral adhesions to the abdominal wall, or grafted skin. We wished to bring forward again this old and often forgotten technique, and to show that with this approach, it becomes feasible to effectively treat massive ventral and inguinal hernias, without requiring the use of more drastic measures, like omental or even visceral (small bowel, colon, uterus, etc ... ) resections. We also wish to present our results, to document our technique and to prove that the repair of these giant hernias is feasible with low morbidity and very low mortality.
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A retrospective study was done and all patients reqUlnng PP between 2010 and 2014 at Maisonneuve-Rosemont Hospital were included. Nine patients with massive hernias received PP during the study period. All patients had either an incisional or an inguinal hernia. A peritoneal dialysis catheter was inserted in the abdomen for PP. After 2 to 4 weeks of intermittent insuffiations, hernia repair was performed. All repairs were performed by a single surgeon (YB) and a retromuscular repair with polypropylene mesh was used for all but one patient. Demographic data, hernia characteristics, intraoperative details and perioperative morbidity and mortality were obtained. Follow up visit data was collected, and Carolinas Comfort Scale (CCS) hernia related quality of life questionnaire was administered by phone.
All patients were males between the ages of 48 and 70 years old. Three had inguinal hernias and six had incisional hernias. Insuffiations were performed regularly and the length of time before hernia repair varied from a few days to about two months. The insuffiations were carried out on an ambulatory basis in one patient, and other patients were admitted because of mobility challenge or because they were referred from other cities. Side effects of the PP were early abdominal discomfort, shoulder pain, loss of appetite, dyspnea. One patient had an asymptomatic pneumopericardium. Repairs were performed without any abdominal organ resection, except one short small bowel resection (severe adhesions to previous mesh). All repairs were performed using mesh except for one patient in whom the deficit was so large (50 cm) that no mesh was available to fill the defect. Post operative complications varied from ileus and wound infection to ICU admission for toxic megacolon. There was one recurrent inguinal hernia 1 year after surgery.
We believe that PP is safe and effective. Furthermore, visceral resections for volume reduction are not necessary with this technique. Few complications were encountered and PP can be done as an outpatient. Finally, the CCS results showed overall patient satisfaction and good hernia repair-related quality oflife. Result: 49 years old women is health, she have a rhematoid arthritis and take a pill. Viw of the operation history, she underwent right hemicolectomy due to abdominal wall invasion actinomycosis, 7 years ago.
PO
At that time abdominal wall defect develop, operator use mesh repair but few months later infection and incisional hernia develop, but tolerable. there was no need re-operation and supportive treatment is optimal.
lyear ago huge para-rectus muscle incisional hernia develop, daily working is impossible.
We choose laparoscopic approach, Intra operatively finding was omentum and bowel adhesion to hernia site. we do adhesionolysis and New large mesh apply to the incisional hernia site.
After second operation, no specific event pahhen, after operation 3weeks later patient discharges from hospital. now we check 2nd time 6months interval. she recover fully and happily doing daily working. 
Conclusion
Introduction:
The surgical treatment of giant ventral hernias with loss of abdominal domain remains a surgical challenge due to large defect, enormous hernia contents, and limited abdominal cavity. Increased intra-abdominal pressure may lead to abdominal compartment syndrome (ACS) resulting in fatal organ dysfunction. Replacement of bowels into the abdominal cavity can also cause intestinal obstruction and high-tension wound dehiscence postoperatively.
Presentation of Case:
We report the case of a 67-years-old female developed a rare and giant incisional hernia with the history of choledocholithotomy about 16 years ago. The mass was measured about 60 cm x 40 cm, the hernia defect size was 27 cm, and the body mass index of 31.8 kg/m2, the ratio of hernia sac volume to intra-abdominal volume more than 30%. The patient was found with compromised respiratory function and venous return resulting from loss of abdominal domain. Ascites were observed in both original and secondary abdominal cavity. Initial management involved a multidisciplinary evaluation, improving abdominal wall compliance and optimizing general condition. A combination of several surgical techniques were performed to this case, including Initiative Volume Reduction Surgery (IVRS) by debulking of hernia contents (omentectomy, right hemicolectomy and a small bowel resection), component separation technique (CST), and onlay ACTM biological patches (ThormaIGEN® thoracic surgical graft produced by Grandhope Biotech Co., Ltd., bovine pericardium tissue graft, Guangzhou, China). The wound healed by one-stage, and no evidence of hernia recurrence was observed at 1 year follow-up.
Discussion: Early surgical intervention is still recommended to giant incisional hernia to avoid the severe complications. There are If) Springer Hernia (2015) (SuppI2):SI95-S340 many problems associated with the management of giant hernia, such as serious intra-abdominal hypertension (e.g. ACS), wound complications and recurrence. Several surgical techniques are proposed to repair these complicated hernias in literature, such as progressive pneumoperitoneum, CST, autologous myofascial flaps and surgical debulking of hernia contents. None of single technique could successfully deal with all of the giant hernias, particularly with significant loss of domain. Therefore, we performed a combination of strategies in this case. In the support of present evidence, biological mesh is the wisest choice for surgeon to decease the incidence of potential infection under the situation of contaminated bowel resection.
Conclusion:
Despite the high risk of infection, debulking of hernia contents should not be completely discarded. However, a planning IVRS with sufficient preparation and evaluation, in combination with CST or biological mesh, may be feasible in the selected patients with giant hernia. Giant hernia repair is still a challenging surgical procedure and lack evidence-based method from carefully designed randomized clinical trials.
